MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH 63-—049432
DEPARTMENT OF PUBLIC MEALTH AND WELFARE 18- ) ] i , 8 ;‘ATE FILE NUMBER
5O NOT WRITE AMENDED .Fh.rii'_"gnﬁ."im 6.____1QR§. Primary Registration District No. __1003___Ranimn': No. :1:268 -

ON THIS STUB

1. PLACE OF DEATH 7. USUAL RESIDENCE (Where deceased lived. If imstitution; Residence bafare

VS 300 8. COUNTY ) a. STATE MO' b. COUNTY admission)

Rev. 4/59

b. CITY {If outside corparate limits, giva TOWNSHIP enly) Length of stay in 1b c. CITY Inside Limits

@wN 8T, LOUIS LIFE w@wn  ST. LOUIS Yo O No Ol

&. FULL MAME QF (If NOT in hoapital, give location) Imside Limits d. STREET {If cutside, give location) Revide on Farm
HOSPITAL CR ADDRESS

INSTITUTION 6139 Colorado Yes[] No[J 6139 colorado Yes 0 No O

3. NAME OF DECEASED First Middla Last 4. DATE Month Day Year

{Type ©r pring
e WILLIAM EDWARD __ FRAZIER stam DECEMBER 19, 1963
5. SEX 8. COLOR OR RACE 7. Married ]  Never Married 0 |2. DATE OF BIRTH | 9 AGE (laat birthaay) ] If UNDER 1 YEAR _IF UNDER 24 HR

‘MALE NEGRQ Widowed (]  Divarced [ 3/1/21 hz MTT‘[ nfa[ Hours Min.

10a. USUAL OCCUPATION (Give kind of wark done [ 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (City and sfate or country} | 12, CITIZEN OF WHAT COUNTRY

mdﬂimuf working life, aven if retired) JITY OF ST. LOUIS ST. LOUIS, MO. U. S.‘A.

13a. FATHER'S NAME 13k. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

STEVE FRAZIER SARAH PARKER ORA BELLE FRAZIER

15. WAS DECEASED EVER IN U.5. ARMED FORCES? 14 _CACIAL ECOLIDITY MG 17. INFORMANT Address

(Yes, nuYEgknown} {f velww wa dates of 9 ? ORA BEIIIJE F,RAZIER 6139 CO]_ Orado

18. CAUSE OF DEATH (Enter only one cause per lina for {a), (b), and {c). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE CAUSE (a) £ WASOANA @t\ LA

DATE AMENDED

DOCUMENT

Conditlons, if any, DUE TO (b}
which gave rise to

sbove causa (a), ?
i h der-
o cove ") ovE 0@ | _ 492N

PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but not related 10 the terminal PART WIl. §  deceased wos female was
diseasa condition given in PART | {a) there a pregnancy in last 90 days.

ID Yes l 0 Ne I O Unknown

|4
YES

19 WAS AUTOPSY 20a. ACCIDENT _ SUICIDE HOMI:IICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter natura of injury in PART | or PART |l of item 18.]
ER?!ME m] O

NO 3

Z0c. TIMt OF  Houl Monih, Day, Year |
INJURY am.
p.m. 1

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD COF

MEDICAL CERTIFICATION

20d. INJURY OCCURRED 20e. PLACE OF INJURY [(e.g-, in or about home, | 204, CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK OJ farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK ] .

her ..
attended the decessed from. / ’J Aln4 and last saw i alive on.
n oc:urr i on the dste stated above, and 1o the best of my knowledga, from the causes stated.

p 'qli;;iZ )\ 2 [Degres or tille] © % / 22b ADDRESS M /2)2_: D:;jEN;D

// 2la. BYRIAL EMATION, /230: N CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, ‘or county} Snfe)

_l?LEnfﬂMOV i 12/2[,,/63 National Cemetery Wefferson Barr
/ﬂ- FUNERAL DIRECTOR ADDRESS 29. DATE RECD. BY LOCAL REG. 26. %‘:ﬂ'fﬂn‘
CHARLES J.GATES, JR.,4107 Finney DEC 23 1963

{Licensed Embalmer's Statement on Reverse Srde]

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

ITEM NO
BY AFRIDAVIT OF




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

Student Embalmer No.

or by

working under my personal supervision. ' — ) M
. A
s / 2 —

Student

Signature of Student Embalmer

Licensed Embalmer No. LI-SBO

P. O. Address )-l-107 Finney

L3 -

The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply

with the above constitutes grounds for revocation of license).
If embalmed by a STUDENT, he also shall sign in his OWN handwnhng
If this body is not embalmed, fact should be so stated above. :

Note:




